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CHAPTER I 
INTRODU:TION 
Traditionally mental deficiency has been a neglected 
field of study, with the exception of some aspects of neuro-
pathology and genetics. During the last ten years, however, 
a greater interest has been shown in the problems of mental 
defect than ever before in history. The over-simplified gene-
tic theory, prevalent in the early part of this century--
namely that heredity was the answer to the cause of mental 
deficiency -- gave impetus to a largely inaccurate belief 
custodial care was the correct way of handling the social and 
genetic problems of mental deficiency. A more recent re-
evaluation of the probl,em, however, has led to advances in the 
understanding of the nature, causes, and treatment of the many 
conditions known as mental deficiency, resulting in a steadily 
1 
changing outlook. 
This newer outlook calls for a more thorough d iagnost-
ic understanding of the retardate's problem before a plan or 
recommendation for action be taken. Many factors have to be 
considered, including genetic and developmental history, 
present intellectual ability, emotionality, economic status, 
~ family composition, status in family group, moral standards, 
!i 
II vocational skills, community tolerance, <Od potential or latent 
I 
1 Ann M. Clarke and A. D. B. Clarke, Mental Deficiency! 
Th2 Changing Outlook, p. xiv. 
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capacity for development of social competence under favorable 
conditions. The goal is to devise methods to assess the asset 
and deficits of the mentally subnormal persons and develop 
programs whereby they can~velop and use their talents in a 
socially useful way. This plan also involves the task of 
raising the threshold of community tolerance so as to enable 
I as many as possible of the mentally subnormal and 
II tives to live in society happily and usefully. 2 
their rela-
It still remains true, however, that the subject of 
mental deficiency is a neglected one and the changing outlook 
has a long way to go before it becomes an actuality. There 
has been a reluctance on the part of professionals to enter 
this field because of the seeming hopelessness of effecting 
specific cures. Educationalists, physicians, and psychologists 
have been primarily concerned with the problems of the normal 
child. Society as a whole has viewed the social problem of 
3 
mental defect with a mixture of alarm and embarrassment. The 
need for research in this field is evident. 
Objectives of This Study 
This is a descriptive study focused on maternal per-
ceptions and attitudes towards the problem of mental retarda-
2J. Tizard, ''Introduction," in Mental Deficiency: The 
Chauging Outl~ pp. 13-15. 
3Ibid., p. 20. 
2 
tion in the child. The purpose of this study is to describe 
the differences, if any, between the maternal attitudes towards 
the problem of mental retardation in children with cerebral 
palsy and its associated visible physical handicaps, and the 
problem of mental retardation in children with organic brain 
damage without any visible physical handicaps. This study is 
based on the assumption that in normal life in our society it 
is difficult to ~cept a diagnosis of mental retardation in 
one's children because of the cultural stigma which is attacred 
to this. It was because of the visible difference in physical 
appearance between the two groups of children selected for 
this study, that differences in maternal attitudes towards the 
problem of mental retardation in these two groups were expec-
ted. The organic brain injured group are normal-appearing 
attractive children and it was anticipated that their mothers 
would be more able to deny the existence of any problem in 
these children, whereas the children with cerebral palsy ex-
hibit physical manifestations of a problem, making it virtual! 
impossible for their mothers to deny that some problem existed 
However, it was anticipated that the latter group of mothers 
would tend to fix on the cerebral palsy as the major problem, 
perhaps even denying the existence of mental retardation. 
This study is limited to cases in which the mental 
deficiency and/or physical handicap of the child has been 
clearly established as due to organic factors. Mental defi-
3 
ciency may be due to impersonal, organic factors which produce 
anatomical or chemical abnormalities of the nervous system and 
interfere with the ability of the brain to respond normally to 
environmental stimuli. It may also be subnormal functioning 
due to emotional, cultural, or other conflicts which, through 
the establishment of unhealthy or inadequate patterns of intel-
lectual response, may prevent the optimum functioning of the 
mind in a person whose nervous system is basically capable of 
normal activity. These two broad areas of ~udy relating to the 
causation of mental retardation will not be dealt with here. 
Th9y are dealt with in great detail by Masland, Sarason, and 
Gladwin, who are of the opinion that for the purpose of reseaK 
this dis tinction should be made, clearly stating this as 
follows: 
Research demands that we isolate each operative factor 
and examine it separately in order that we understand 
its specific nature and effects. Granting that biolo-
gical and environmental factors are intertwined in 
each case we study, it will serve no useful purpose to 
pretend that they do not each make particular and dif-
ferent contributions to the present condition of the 
individual. One of the reasons for the general dis-
couraging state of current research in mental subnor-
mality is the overly global way in which the problem 
has been viewed. A distinction between organic and 
learning deficits is an obviously necessary first step 
in dividing the task ahead into manageable and meaning-
ful components.4 
rerminol.Q.g_y 
The actual terms, words, phrases and classifications in 
4Richard L. Masland, Seymour B. Sarason, Thomas Gladwin, 
Mental Subnormality, p. 5, 
4 
il'l 
this field are numerous and confusing in meaning and in use. 
It is significant that there are so many and such confused 
5 
names for a condition which can be described so poorly. Mental 
deficiency, mental defect, mental subnormality, and mental re-
tardation are the four most commonly used over-all terms, ofter 
6 
used synonymously, For the purpose of this study these terms 
'I I will be used synonymously with no attempt made to differentiate 
II 
11 between them, as many experts in ihe field have attempted to do, 
!I 
I 
I 
"Mental Retardation" will herein be viewed as: 
Subaverage general intellectual functioning which ryrigin-
ates during the developmental period and is associated 
with impairment in one or more of the following: (1) 7 Maturation, (2) Learning, and (3) Social Adjustment. 
For some years, mentally retarded children have been 
classified for school purposes as either "educable'' or ·~rain­
able". In the United States, the educable group consists of 
those with IQ's of approximately 50 to 75 (generally called 
morons); while th= trainable group consists of those with IQ 1 s 
of approximately 25 to 50 (generally called imbeciles). Persons 
with IQ' s below 25 are considered "custodial" (generally callec 
idiots). 8 The pros and cons of the use of the IQ as a cri-
5stewart E. Perry, "Some Theoretic Problems of Mental 
Deficiency and Their Action Implications," Psychiatry, vol.l7 
(February, 1954), p. 47. 
6~ .. p. 46. 
7Rick Heber, "A Manual on Terminology and Classification 
in Mental Regardation," American Journal of Mental Deficiency 
vol. 64 (September 1959), p, 3, 
8seymour B. Sarason, Psychological Problems in Menta! 
Deficiency, p. 2. 
5 
terion of mental deficiency will not be considered here, How-
ever, the classification will be used to allow some idea as to 
present performance of the children in this study. The various 
theories concerning the reliability of the IQ and its useful-
ness are adequately discussed by Ann Clarke, who concludes as 
follows: 
Nevertheless, a considerable degree of intellectual 
subnormality as measured on reputable and appropriate 
intelligence tests should be a 'sine qua non' of 
certification as a mental d efectiv?, This view is 
advanced by a Joint Expert Committee of the World 
Health Organ~zation (1954) and by other international 
authorities. 
For th<: purposes of this study an •organic brain-injure::l 
child" can be described as follows: 
A brain-injured child is one who before, during, or 
after birth has received an injury to or suffered an 
infection of the brain. As a result of this organic 
impairment, defects of the neuromotor syst2m may be 
present or absent. This child may show disttlrbances 
in perception, thinking or emotional behavior, either 
separately or in combination. These disturbances, 
which can be demonstrated by specifii0tests, prevent or impede a normal learning process. 
To differentiate cerebral palsy as a specific and dis-
tinct kind of brain damage one can turn tot he writings of 
Viola Cardwell, who describes cerebral palsy as: 
A neuromuscular impairment of cerebral origin. It is 
any abnormal alteration of movement or motor function 
arising from defect, injury, or disease of the nervous 
9 
Ann M. Clarke, £2· cit., p. 56. 
10N. O'Connor, "Brain Damage and Mental Defect," Mental 
Deficiency: The Chancing Outlook, p. 207. 
6 
tissues contained in the cranial cavity. This defini-
tion includes any paralysis, weakness, incoordin~tion 
or functional derangement of normal movement which 
results from a morbid condition of the central nervous 
system within the skull ••• The brain-injured group 
includes children whose cerebral lesions cause mental 
retardation, defects in perception and concept forma-
tion, sensory defects, personality disorders, or 
epilepsy, whether or not there is accompanying motor 
dysfunction. The child with cerebral palsy may have 
any one of these handicapi1in addition to his primary neuromuscular disability. 
From studies which have been done, it has been established 
that between 40 to 50% of children with cerebral palsy have 
IQ's under 70. The only factor which they are known to have 
in common, and which distinguishes them from oth,or children 
is a recognizable motor dysfunction of cerebral origin.
12 
The foregoing concepts and definition of terms have been 
made to provide a frame of reference for this study. This 
study was conducted at the Cambridge Service for Retarded 
Children, Cambridge, Massachusetts. 
11viola E. Cardwell, Cerebral Palsy, Advances in Under-
standing and Care, pp. 4-5. 
12Elspeth Stephen, "Cerebral PalsY and Mental Defect," 
Mental Deficiency: The Changing Outlook, p. 207. 
7 
CHAPTER II 
THEORETICAL CONSIDERATIONS 
The Parent-Child Relationship and Mental Retardation 
From the knowledge we have in general we can say that 
the emotional climate of the home has an effect on a child's 
ability to make a good adjustment socially and to utilize his 
capacities to the fullest extent, 
Each year more children are found by school psychologists 
to have serious problems of learning or adjustment which have 
their roots in family relationships. Many of these problems 
stem from the child's inability to attain the parents' expec-
tations --whether these be of academic achievement or of ac-
ceptabJe behavior. Ours is a society which dwells on success~ 
I' 
The expectations are much more obviously unfullfilled in the 1 
case of the retarded child, who is frequently also the personi~ 
fication of the parents' interpersonal problems. With a I 
I 
retarded child, the personal problems are accentuated by 
parental feelings of inadequacy and failure in a basic area of 
living, namely procreation. Waterman feels that the greatest 
obstacle to parental acceptance of the retarded child is the 
psychological threot to the parent. He states that it is 
actually as if the parent is saying to himself, ''I have 
created something defective, therefore, I am a failure." 
Therefore it is evident that parents will resort to all the 
recognized mental mechanisms to avoid the bout with conscience 
-8-
which a frank recognition of the facts demands, 1 
In a case presentation, French, Levbarg, and Michal-
Smith illustrate how a retarded boy was able to improve his 
2 performance after intensive counseling with the parents, They 
were of the opinion that parents of retarded children have a 
unique disability in planning for these children. The parents 
of average children are alluded to as having their own life's 
experiences as a basis for social and educational career plan-
ning for their offspring whereas the parents of the retarded 
must plan for children who are not average, so that planning 
for them cannot follow patterns drawn from their own experien-
ces. As a result of this, these parents are viewed as realis-
tically "at a loss" to adequately cope with the situation, 
Therefore this may result in a sense of inadequacy and feelings 
of guilt and anxiety, 
Implications of Parental Attitudes toward Retardation 
Some professionals in the field of retardation have 
implied that parental awareness and acceptance of the diagnosis 
of mental retardation,are·the preconditions for the effective 
management of the child. Dr. Leo Kanner describes three prin-
cipal types of parental reactions to the diagnosis of mental 
1John H. )',aterman, "Psychogenic Factors in Parental Accept-
ance of Feebleminded Children," in Counselino and Hychotherapy 
With the Mentally Retarded, p. 399. 
2A. French, M. Levbarg, H •• Michal-Smith, "Parent Counseling 
as a Means of Improving the Performance of a Mentally Retarded 
Boy", American Journal of Mental Deficiency, Vol. 58 ( 1953-
1954,) pp. 13-27, 
9 
retardation, which are an outgrowth of the experiences pre-
viously faced by the parents, and which determine the manner i 
which they will adjust to pleasant and unpleasant realities in 
general, and to the presence of a handicapped child in par-
ticular. (l) Mature acknowledgment of actuality which makes 
it possible to assign to the child a place in the family in 
keeping with his specific peculiarities. The child is accept-
ed as he is. (2) Disguises of reality which search for eithe 
scapegoats upon which to blame the retardation or the seeking 
of magical cures. (3) Complete inability to face reality in 
any form which leads to its uncompromising denial. Kanner con 
eludes that since these basic attitudes will color all aspects 
of the care and management of the retarded child, it becomes 
obligatory to work for a "thorough overhauling in the directio 
,3 
of mature acceptance. 
Harriet Rheingold, who also believes that wise plannin 
is "impossible" for a child if the parents do not accept his 
retardation, indicates that there is little likelihood that 
they will react to any advice given them until this goal is 
attained. She describes true "emotional acceptance" as: "Suf-
ficient agreement between the parents' feelings and the realit 
(I situation to make wise handling possible." 4 
3teo Kanner, "Parents Feelinqs About Retarded Children" 
in Counse line and Psychotherapy With- the Mentally Retarded, 
PP. 388-389. 
4Harriet L. Rheingold, "Interpreting Mental Retardatio 
to Parents", in Counseling and Psychotherapy With the Retarded, 
p. 391. 
10 
In a search for parental attitudes towards the retarded 
child, Marguerite M. Stone did a study of the feelings of pa-
rents, as recorded in a series of interviews in forty-four 
cases, according to the degree of awareness of the retardation 
or disability. She did this before and following several diag-
nostic interviews with the parents. She discussed the parental 
guilt around the tendency to reject the child, and how the de-
fective child often becomes the pawn in the battle between ma-
rital partners. She thought that there was an evidence of 
growth, during the 
parent to face the 
diagnostic 
5 problem. 
process, in the ability of the 
The Relation of Cerebral Palsy to Parental Acceptance 
of Retardation 
For many years cerebral palsy has been classified as 
an orthopedic condition and the major emphasis oft reatment 
has consequently been placed upon the physiological aspects. 
This emphasis has been misleading to both parents and educator 
Most parents, in the planning for the treatment of their cere-
bral palsied children, think in terms of their improvement in 
muscular control and coordination skills. Sometimes, if 
Johnny can learn to walk or feed himself without assistance 
parents feel that he can take his place in society. even 
though it may take ten or fifteen years to achiev2 these re-
5 Marguerite M. Stone, "Parental Attitudes to ~::_etardation," 
American Journal of Mental Deficien~, vol. 53 ( 1948) pp. 363-
372. 
11 
sults and Johnny cans till not speak intelligibly or recognize 
common happeniw's in the environment, there is often an opti-
mistic feeling that improvement in physiological functions is 
a forerunner of intellectual development. Studies have shown 
that a large percentage of cerebral palsied children may be 
characterized as either moderately or severely retarded, 6 By 
definition cerebral palsY is a neurological disorder caused by 
damage to the brain. Acceptance of this point of view should 
lead to an assumption that an intellectual deficit might be 
expected in a large percentage of the cerebral palsied,7 
In dealing with parents of cerebral palsied children, 
as well as parents of brain-injured children, many have ob-
served a halo forming about the terms of ''brain-injured" or 
''brain damaged." According to Hill, these terms have become a 
sort of password for parents to a void the guilt associated wit 
mental deficiency. Many parents seem to achieve a preferred 
status in their own thinking if they can say that their child 
is brain-injured rather than mentally or intellectually defi-
cient. In the description of their child's handicap there ap-
pears to be implicit faith that possession of brain damage 
increases the chances of eventual normal behavior. 8 
6 ArthurS. Hill, "Cerebral Palsy, Mental Deficiency, 
and Terminology," American Journal of Mental Deficiency, vol. 
59 (April, 1955), p. 589. 
7 Ibid , , p. 588. 
8 Ibid. , p. 591. 
12 
Graliker, Parmalee, and Koch did a study of the initia 
reactions and concerns of parents to a diagnosis of mental re-
tardation, in sixty-seven cases. They found that in ten cases 
associated medical problems were considered most important by 
the parents, and that this opinion served to delay parental 
acceptance of mental retardation. The parents felt that these 
were the major problems, end that if these could be helped the 
. 9 
child could accompl~sh more. 
In the preceding sections of this chapter a review of 
the literature in the field of mental retardation has been pre 
sented to s=rve as a background for this study. Included in 
this survey of the literature are prevalent theories and stu-
dies in the field of mental retardation which point out the 
relevance of the parent-child relationship and the parental 
acceptance of the •mental retardation label." Also included i 
the literature review are theories relevant to the parental ac-
ceptance of retardation in children with physical handicaps. 
This ~aterial is pertinent to the core of this present study. 
9Betty V. Graliker, Arthur H. Parmalee and Richard, 
"Attitude Study of Parents of Mentally Retarded Children, • Ped-
iatrics, vol. 24 (November, 1959) pp. 819-821. --
13 
/ 
CHAPTER III 
THE METHOD AND SAMPLE 
The Agency 
This study was conducted at the Cambridge Service for Re-
tarded Children in Cambridge, Massachusetts. The Cambridge 
Service for Retarded Childre .. (CSRC) views itself as a "Com-
munity Project on Mental Retardation." 1 It has been in exist-
ence since July, 1957. The major financial support is provided 
by the Children's Bureau through a special grant to the Massa-
chusetts Department of Public Health. Its aim is to determine 
how a municipal health department can provide coordinated and 
adequate services for mentally retarded children in Cambridge, 
and to evolve a pattern for the development of similar services 
elsewhere in the Commonwealth. Its intent is to conduct a pro-
gram of research on community aspects of mental subnormality 
concurrently with the provision of services, ~d to develop ade-
quate in-service training for health and allied personnel in 
the communityvorking in the area of mental retardation. The 
CSRC draws on all possible community resources to build conti-
nuity of service for the retarded child, including medical, 
hospital, health, psychiatric, educational, welfare and rehabi-
litations ervices. In brief, the aim of the CSRC is to provide 
for retardates the same health services that normal children 
1 The Cambridge Service for Mentally Retarded Children, 
A Community Project for Mentally Retarded Children, p. 1. 
-14-
/ 
have a right to expect. It resembles most of the forty odd 
special projects in the United States for mental retardates 
which were established with the support of Children's Bureau 
Funds. The distinguishing feature of the CSRC is that it is 
located within a local health department -- that of the city 
of Cambridge, Massachusetts. As such, it is part of an agency 
responsible for the health of the community and the significan 
unit of public health service is the entire family rather than 
2 
solely the individual case. 
residents of Cambridge only. 
CSRC services are restricted to 
The CSRC staff is composed of: Study Director, Pediat 
rician, Clinical Psychologist, Social Worker, Public Health 
Nurse, Nursery School Teacher, Nutritionist, and Speech Thera-
pist. The greater part of the direct service having to do wit 
"diagnostic evaluation" and "treatment-rehabilitation," is pro 
vided by the CSRC itself. Ev2ry child receives a thorough 
work-up, including a social history and family evaluation; pub 
lie health nursing evaluation of family health; a medical eva-
luation of pre-natal factors and birth history; and a thorough 
psychological evaluation, including intellectual and emotional 
aspects. Inaddition, each child receives follow-up service 
along whatever lines are indicated and with whatever degree of 
intensity and continuity the case seems to require. Whenever 
2The Cambridge Service for Mentally Retarded Children, 
£ommunity Aspects of Mental SubnormalityJ p. 2. 
15 
more specialized diagnostic or corrective services are needed 
than can be offered directly by the CSRC or other division of 
the Health Department, arrangements are made with appropriate 
agencies. For example, the CSRC has drawn on the Cambridge 
Guidance Center for psychiatric consultation and referral and 
on the Cambridge City Hospital, Massachusetts General Hospital, 
and Children's Medical Center for a variety of specialized diag 
3 
nostic services. 
For retarded children of pre-school age, a day nursery 
is operated as a joint enterprise of four agencies -- The Mas-
sachusetts Department of Mental Health, which provides the 
services of the nursery school teacher (and also the staff So-
cial V''orker); the CSRC; the Cambridge Guidance Center; and Les-
ley College, a local teacher-training institution. In addition 
the Red Cross and a local civic agency participate in a coope-
1 rative arrangement for providing transportation for the nursery 
school children. The nursery school meets five mornings weekly 
in a group no larger than 12, with children ranging in age from 
about four to seven years, and the nursery school teacher is 
assisted by a student of Lesley College. The nursery schod 
serves as an extension of the diagnostic clinic, permitting cer 
tain hypotheses about diagnosis to be tested and hitherto un-
revealed problems and defects to be identified. It also has 
therapeutic value in regard to the emotional and social adjust-
3 . Ib J.d • , p • 3. 
16 
ments of some children. It establishes a means of enhancing 
the effectiveness of work with parents. In some instances, 
particularly when there is severe retardation in the child, th 
nursery school may appear to be a b3by-sitting ~rvice. However 
precisely as a result of its much-maligned baby-sitting as-
pects, it provides parents with an opportunity which might hav 
therapeutic value -- a rest for a brief period during the da~ 
The parents are active participants in the diagnostic 
process. Wherever.possible, a working relationship is made 
with the parents. Both mother and father (whenever possible) 
are seen by the social worker who does the initial intake so-
cial history. As a part of the diagnostic process the social 
worker frequently makes home visits. The public health nurse, 
who focuses on the total family health situation, generally 
makes home visits. The mother is always seen by the staff pe-, 
diatrician, and the psychologist, if indicated. On completion 
of the initial diagnostic evaluation, a parent interview is 
held to discuss with the parents the results of the findings, 
the recommendations, and any problems the parent may present. 
Parent counseling in regard to social and emotional problems 
is done by the social worker and counseling in the area of home 
management, feeding, toilet training, etc. is done by the pub-
lic health nurse. The nursery school teacher keeps contact 
between home and school also. The focus of the agency is on 
4 Ibid., p. 13. 
17 
long-term follow up and not on the basis of diagnostic evalua-
tion only. Each case is subject to periodic medical, psycho-
logical, and social review which may be every six months, one 
year, or as frequent as the needs of the case deem this re-eva-
luation necessary. Inherent in this continuity of care is the 
possibility of periodic re-assessment of the child's functionin 
and his potential for further development. The social worker 
keeps abreast of the child's progress and brings into play her 
knowledge of community resources if referral for outside acti-
vity is necessary. The total family remains the unit of focus 
throughout agency contact. 
2election of the Sampl~ 
The sample was selected from the CSRC caseload. The 
selection was limited to those cases of mentally retarded child 
ren with cerebral palsy and those with organic brain damage and 
no visible physical defects. It was possible to locate only 4 
cases to fulfill each of these two categories, therefore the 
sample was confined to a total of eight cases in all. It was 
not possible to control such factors as age, sex and schooling 
of the sample, because the sample was determined completely by 
the availability of cases. 
The mothers were selected to be interviewed mainly be-
cause they are usually more accessible, and in the cases in 
this study three of the fathers are not available. In two in-
stances, however, the fathers wers pr3sent for part of the inte 
18 
view and we welcomed their presence, Of the 8 cases in the 
study, three mothers were informed of the study interview by th 
public health nurse who had been working in a counseling capa-
city with the family. In two instances, the interview appoint-
ments were made by the nurse. However, one of these mothers 
failed to answer her door at the appointed time. (This is dis-
cussed further in Chapter IV, p. 29 of this study). Therefore, 
seven mothers were telephoned directly and interview appoint-
ments made with them. The mothers were told that the inter-
viewer was at the CSRC on a part time basis and that she was a 
student at Boston University for the remainder of the week. The 
study was presented as a means of obtaining greater understand-
ing of the concerns and problems that these parents had to face 
in the hope that a greater understanding would lead to a means 
of helping others in the same position. All 8 mothers agreed 
I to the interview which was held in the homes, 
Data Collection 
Data was collected from two sources, the agency case 
record and the personal interview held with the child's mother, 
From the case record, pertinent identifying data on the child 
and hi~ family was noted on a schedule designed for the proces-
sing of data. (See Appendix) The schedule called for such 
information as name, age, sex, health, diagnoses, and degree of 
retardation of each child, as well as the number of siblings 
and their school performance, and socio-economic data on the 
II 
II 
I 
19 
parents. 
In regard to the study interview, the original plan wa~ 
to follow a set pattern of questions which was developed into I 
a questionnaire. (See Appendix) However, because of the per-
sonal nature of the study subject matter and the lack of intel 
lectual sophistication in several of the mothers, it was de-
cided that a more loosely structured interview might be more 
fruitful and less threatening to the mothers interviewed. 
Therefore, more of a casework approach was used in the inter-
view which was guided b~ four areas of inquiry: (1) The time 
of identification of the problem; (2) What the mother iden-
tified as the source of the child's difficulty; (3) Who the 
mother turned to for help; (4) The mother's expectations and 
aspirations for the child. The questionnaire was used as a 
guidepost and many of the questions were interjected into the 
flow of the interview, so that the same areas of questioning 
were covered as if the questionnaire had been used alone and 
in its entirety. Open-ended questions were used in the inter-
views and an effort was made to allow the mothers to express 
their feelings freely. Direction was given only when neces-
sary for focus in a particular area of research. Some notes 
were taken during the interview with the mother's permission. 
Immediately following the interview, any additional informa-
tion unrecorded during the interview was recorded along with 
the interviewer's impressions as to the feelings or affect of 
the mothers interviewed. 
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It was not until after the study interview was held 
that the interviewer read the case record social service intake 
data, the public health nurse's intake data, the case confer-
ence reports, or the staff psychologist's reports. This was 
done so that the interviewer would have a& open a mind as pos-
sible for the study interview. This data gave the interviewer 
a more inclusive knowledge of the agency's contact with the 
case as well as personal client information which would pro-
bably otherwise be unavailable to the interviewer. 
Limit at ions 
A primary limitation of this study is the size of the 
sample. Great reliance is also placed on the importance of 
the spoken word on the part of the mothers interviewed in the 
study. Although this writer attempted to use her casework 
knowledge as a basis for the understanding of the material pre 
sented, this does not alter the fact that many attitudes and 
feelings are colored by deep and powerful emotions which per-
haps can be uncovered only in a therapeutic setting over a 
longer period of time with repeated interviews. Generalizatio 
to a larger group cannot be assumed on the basis of this small 
biased sampling which has an age group ranging between four 
and fifteen. 
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CHAPTER IV 
ANALYSIS OF DATA 
There were no significant differences found between 
the maternal attitudes towards the two groups of children stu-
died, This is not to say, however, that such differences in 
maternal attitudes do not exist, We are handicapped here by a 
very small sample of eight cases in all, from which it is dif-
ficult to deduce any significant differential trends between 
the two groups, each composed of only four cases. The focus 
of the data analysis will therefore be in terms of pointing 
out any slight differences in attitudes between the two groups 
and the general trends found, if any, on the basis of all 
eight cases. 
The information obtained will be presented in two sec-
tions. The first section will describe the information taken 
from the case records and will present material related to the 
source of referral, length of the time the case has been known 
to the agency, agency services provided, as well as the degree 
and etiology of the retardation, Also included in this s ectio 
will be material relevant to the religious and economic family 
backgrounds. 
The second section will discuss the mothers' attitudes 
towards the study interview, the child's problem, and atti-
tudes towa8d the ''retarded" label. Aspects of the maternal 
expectations, aspirations, difficulties, concerns, and feel-
ings toward the retarded child will be noted, This material 
will come from the interviews held with each of the mofuers of 
the eight retarded children included in the study. 
Case Record Material 
1 Four of the eight mentally retarded children studied 
have diagnoses of cerebral palsy with resultant visible physi-
cal defects. The remaining four 2 mentally retardedmildren 
have diagnoses of organic brain damage. In this latter group 
none of the children have visible physical defects. Of the 
group with cerebral palsy, three cases of one-sided hemiplegia 
are noted. Two of these children both wear leg braces and one 
wears, in addition, an arm brace, and one child has a clumsy 
gait because of leg and feet malformations. All four of the 
cerebral palsy group wear eyeglasses for refractive errors. 
Three of the cerebral palsy group have strabismus. Of the or-
ganic brain damaged children, none has visible physical de-
fects. However, one child has a hearing loss in one ear, one 
child has not been able to speak more than a few simple words, 
and another has not developed speech as yet. (See Table 1) 
The children with cerebral palsy are all minimally or 
mildly retarded, implying that they are all within the educable 
range. Of the brain injured children, two are minimally re-
tarded, one is moderately retarded, implying a lesser degree of 
educability, and the remaining child is severely retarded which 
1All four of this cerebral palsy group (Group I) are 
girls. 
2This group of brain injured children (Group II) con-
tains two girls and two boys. 
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TABLE 1 
INFORMATION RELEVAiH TO P!-NSIC!\L !\PPi:!\R!\NCE AND DEFECTS 
OF CHILDREN 
GROUP I: Mentally Retarded Children with Cerebral Palsy 
Case Number Appearance or Defects 
I. 
II. 
III. 
IV. 
v. 
VI. 
VII. 
Child has left hemiplegia, wears left leg 
& arm braces, strabismus, and a refractive 
error corrected by eyeglasses. 
Child has right spastic hemiplegia, re-
fractive error corrected by eyeglasses, 
and right lower facial weakness. 
Child has pronated feet, knock-knees, poor 
muscular coordination, with resultant 
clumsy gait, strabismus, and a refractive 
error corrected by eyeglasses. 
Child has left hemiplegia, wears left leg 
brace, has spasticity of fingers of left 
hand, strabismus, and a refractive error 
corrected by eyeglasses. 
Mentally Retarded Children with Organic Brain 
Damage Only 
No visible physical defects; however, speec 
consists of only a few simple words. 
No visible physical defects; however, child 
is epileptic. 
No visible physical defects; however, child 
has retarded speech development. 
VIII. No visible physical defects; however, child 
has a left ear hearing loss. 
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" implies at best a limited amount of trainability, 
Length of time known to the agency varies from five 
months to two years. Four cases have been known to the agency 
for less than one year and the remaining four cases have been 
known to the agency for two years, Four of the cases were re-
ferred by nurses -- three of these were public health nurses 
and one a hospital pediatric clinic nurse; two cases were 
. 
self referred as a result of newspaper articles printed on the 
agency; two cases were referred by social workers -- one from 
a hospital setting and the other from a family agency, 
In terms of agency services provided, (see Table 2) 
"D" refers to all routine diagnostic procedures and profes-
sional services rendered at intake as well as periodical check 
ups and case progress re-evaluations. "M" refers to special 
medical workups or tests at a local hospital by special arr-
angement with the agency. "P'' refers to provision of pros-
thesis, such as eyeglasses. "C" refers to occasional parent 
counseling by eithc~r the agency social worker (C-sw), or the 
public health nurse (C-phn), More intensive or frequent coun-
seling of parents (on a long term, regular basis) by the so-
cial worker are indicated on the table by IC-sw or by the 
public health nurse IC-phn. "N" refers to the nursery school 
conducted by the agency. ''S" refers to speedh therapy for the 
retarded child, and "G'' refers to the group held for adolesc-
ent retarded girls, ages 13 to 16 years, once weekly. The 
cerebral palsy group, with a total of 17 services provided as 
I I; 
II 
I 
I 
II 
I 
I I 
I 
II 
I 
TABLE 2 
ACEi~CY SERVICE PROVIDED 
:ill.Q!:!L! 
Case Number Services Provided 
I. D p IC-sw N s 
II. D G 
III. D M p C-phn IC-sw 
IV. D M p C-sw IC-phn 
GroUQ II 
D: 
M: 
P: 
C: 
IC: 
N: 
S: 
Ga 
v. 
VI. 
VII. 
VIII. 
D 
D 
D 
D 
M 
M 
IC-phn 
IC-phn 
N s 
G 
Routine Diaonostic intake professional services and re-
evaluation 
Special Medical workups at local hospital under agency 
sponso:!S1ip 
Prosthesis (eyeglasses etc.) 
Occasional parent counseling 
by social worker C-sw 
by public health nurse c-phn 
Intensive or frequent counseling of parents 
by social worker IC-sw 
or by public health nurse IC-phn 
Nursery school 
Speech therapy 
Group work 
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opposed to a total of 11 services provided for the brain da-
maged group, seems to have multiple medical problems superim-
posed upon the retardation which may account for the greater 
number of agency services provided, The cases which have been 
known to the agency the longest period of time have the most 
individual services provided them. 
Family Data 
The present ages of the eight mothers ranged from 28 
II years to 46 years of age, with a median age of 37 years. In 
j these familities there were no other siblings described as 
mentally retarded by the mother. Five of the families were 
'11 Catholic, and three were marriages of mixed religious faiths, 
Catholic and Protestant. The number of the children's sibs 
I 
ranged from 0 to 10. Income for these families ranged from 
Aid to Dependent Children allotments to $5,000 per year. Five 
of the families, (including th'2 two AOC recipients) have in-
comes of $3,000 or under per year, while the remaining three 
family incomes were in the vicinity of $5,000 per year. In 
three of the cases the fathers' occupations were noted as that 
II 
11 of truck driver. Occupations of the remaining five fathers ~~ were janitor, painter, policeman, welder, and dye-maker. A 
1 view of the parental level of education reveals that three 
mothers achieved the 6th grade, three mothers the 8th grade, 
and one mother 1st year high school. Educational achievement 
of one mother is not stated in the record, Of the fathers, 
I one achieved 6th grade, two lst year high school, one 2nd year 
I, 
2:t 
II 
yeir high school, and three graduated from high school. Educa 
tional achievement of one father is not contained in the case 
record. 
In the cerebral palsy group of parents, one set of 
1
1 parents are separated and another divorced. In the latter in-
stance the mother has remarried. One of the cerebral palsied 
children is known to be illegitimate and another is known to 
1 be adopted. (The adoptive mother is actually the child's aunt. 
I Two of the cerebral palsied children were normal full term 
II births and two were born by Caesarian section. 
li 
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In the organic brain injured group there are no known 
illegitimacies or parental separations. One child has a sib i 
a local correctional institution. In this group three births 
are described as normal, full term, and only one by Caesarian 
section. 
Present ages of the children range from 4 to 15 years 
of age, with an average age of 9 years. Only one child, the 
youngest, who is 4 years old, is not of school age. 
Maternal Attitudes T~ards the Study_Interview 
There were no significant differences in maternal at-
II ~~~ tidues towards the interview in terms of the two groups of 
children in the study. However, there were some individual va-
riations. There was evidence of hostility in at least four 
cases. In response to a question about what one mothar hoped 
for her child, she replied, ''Why don't you ask them up there 
at the clinic, th·ay would be in a better position to answer 
28 
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than I," Another mother, with~om an appointment had been 
arranged by the agency public health nurse, failed to answer 
the door although the interviewer appeared at the appointed 
time 'f'hile a snowstorm raged outdoors. When the interviewer 
phoned this mother again for an appointment, she informed the 
interviewer that she had been home watching for her, that she 
had tea prepared, but that the interviewer "must have knocked 
at the wrong door,~ which, of course, was not the case. Durin 
the interview which followed, this mother revealed that it was 
hard for her to talk about her child's difficulty and that 
when she had first found out that the child was ''retarded" she 
did not want to even discuss this with her husband. Another 
mother did no spontaneous talking and answered the questions 
only, and then said, in a dismissing fashion, "Well I'va told 
you how we not iced Terry's problem, who we went to about it, 
and there is nothing else I can tell you." Another mother 
assumed an air of cooperativeness, answered questions seeming-
ly very easily, but then when she was asked how she felt about 
being interviewed she replied, "There was a time when I 
wouldn't even see you -- it isn't easy to talk about Dodie." 
One mother seemed to have an awareness of what I was there for 
and both she and her husband, who was present for part of the 
interview, were very cooperative and helpful in the hope that 
research would some day help them or others in their position. 
Both talked spontaneously, revealing that they are both in the 
throes of emotion surrounding their problem. This mother, 
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more than any of the others interviewed, seemed to have a need 
to talk about her problems with someone, revealing much of her 
guilt and anxiety about the onset of her child's retardation 
in which she played an instrumental part. This mother nursed 
her own father who had tuberculosis and then carried the germ 
to her child who contracted TB-meningitis. The remaining thre 
mothers are quite limited mentally and have little awareness of 
why I interviewed them. Their receptivity and willingness to 
be interviewed seemed to be because of their positive feelings 
toward the agency. One of these mothers looked upon my visit 
as strictly a social one and repeatedly asked me to call again. 
It was very difficult to get her to focus on the task at hand 
and this seemed due to her limited mentality and personality, 
I rather than to resistance, as she was warm and bubbling over 
with friendliness. 
Maternal Differentiation of the Problem 
In a search for possible differences in the maternal 
attitudes towards the problem of mental retardation in the 
children of Groups I and II, we looked at the time of identi-
fication of an existing problem and also at what the mother 
perceived the problem to be. As indicated earlier, there were 
no significant differences in the time or age at which the 
problem was noted between the two groups. All eight cases had 
some maternal awareness that a problem existed within a period 
of one and one half years following the child's birth. One 
mother reported the illness of her child at age one month, 
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another at age five months. Two mothers reported noticing 
slow phys ica 1 development in their children at age one year, 
another mother noted this at age thirteen to fourteen months. 
Another child at age sixteen months experienced illness and 
lastly, at age eighteen months, another child was noted by its 
mother to not be developing adequately in a physical sense. 
There was a tendency for the mothers to focus on any 
physical disability or ailment of the child's as being the 
child's paramount problem. Table 3 illustrates what the mo-
thers of both groups see as the cause of the child's difficult\ 
Five of the mothers focused on the physical aspects of the 
problem, two mothers perceived the problem as equally physical 
and mental in nature, and one mother only saw the problem as 
one of mental retardation only. In this latter instance, how-
ever, this particular child had no physical anomalies or ill-
nesses on which the mother could dwell. Of the five cases 
where the problem was seen as a physical one, there were indi-
cations in at least three instances that poor school perform-
ance was due to mental retardation. The remaining two childre , 
although of school age, were not ready for school because of 
hyperactivity and unmanageability and in addition one of these 
children lacked proper speech. The children whose mothers 
perceived the problem as one of both physical difficulty and 
mental retardation are both experiencing poor school adjust-
ment. In the one remaining instance the child is too young 
for school. To further illustrate the maternal perceptions of 
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TABLE 3 
MATERN.L\L PoRCEPTICN OF THE PROBLEM 
--
Case # As Physical Both Physical IV:ental Re-
only & Mental Retarda- tardation 
tion only 
GROUP I 
I X 
II X 
III X 
IV X 
I GROUP IJ 
I v X 
I! VI X 
I 
VII X 
VIII L 
Total 5 2 1 
I 
II 
!I 
II 
II 
I 
I 
I 
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the problem as well as pertinent attitudes toward the child 
ths mothers' own words are most revealing. Some of the mo-
thers' responses to questions about when they first noticed 
anything wrong with the child and what they thought was the 
cause of the difficulty were as follows: 
Case Number I 
Debbie 's smart. If you want to know anything you just ask her, she'll tell you. If she didn't get 
the cerebral palsy when she fell when she was 
seven months old, there wouldn't be anything wrong 
with her. She wears a leg brace and casts every 
night like the doctor tells me. I'm a good mother 
and I try to do the best for Debbie ••• go to the 
hospital all the time. The doctor thinks that 
she will get better. Do you think so? Maybe 
when she is eighteen she'll be better and then I'll 
sit her in a chair and tell her all the things 
I done for her and tell her it's her turn to take 
care of me. 
Case Number II 
Terry is not mental or anything, she just has a 
slight defect. She favors one side and limps a 
little when she is tired or upset. I can always 
tell when she gets upset as she limps. we have 
treated her just like any other normal child and 
never mention her little defect. We took her all 
over to different hospitals and the biggest doc-
tors. One of the doctors suggested an operation 
but he wouldn't give any guarantees so we decided 
against it. Oh, we knew when we adopted her 
that there was a little something wrong. She was 
two years old then and when she was one year old 
we noticed that she wasn't creeping right. It 
must have been a little something that happened 
at birth ••• we gave her physiotherapy and I even 
had a private one come to the house. last year 
her school work slowed up and she failed the 
eighth grade. There seems to be something keeping 
her from remembering things ••• I try to ask her 
but she doesn't talk much. Ne hoped that the 
group at the clinic would help her and that they 
could find out what is wrong. A friend of ours 
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gave her some tests and he says that she is not 
ready for high school. I tnink that the group 
upsets her as she is not mental or anything 
and probably thinks that she doesn't belong 
there. One girl talks about how the other kids 
tease her ••• If Terry is going to be upset I'm 
not going to let her go. Terry wanted to go to 
the Parochial High School with her friends and 
she took the entrance exam and passed it, but 
then she failed her grade a.nd couldn't go on. 
(Agency case record says that "Terry failed the 
exam woefully-) The only thing that is wrong 
with her is that slight limp and I don't see 
how that can hold her back as she is normal as 
any girl. we have seen to that. 
~se Number III 
Do you mean when did I know that Dodie was retard-
ed? Well when she was one year old I noticed that 
her balance was off because she couldn't sit up 
and the doctor told me she was slow. She didn't 
walk until she was past two years of age and the 
doctor told me at that time that she was one year 
behind mentally. Spe didn't start to talk until 
she was three. I used to eall her 'slow', but 
since I go to the clinic I call h~r •retarded'. 
Her school work is undergrade and she just sits 
and dreams in school and can't even make her name 
right. (She showed me Dodie's school papers) 
I never think of Dodie as helpless or anything and 
I believe that she will grow up to be useful. 
It's hard to take her any Rlace. She walks so 
clumsy and gets tired after a few steps and hangs 
on me pulling me down and I get exhausted from 
her pulling on me or having to lift her up onto 
the bus because she can't walk up stairs ~ood. 
There was a time when I was ashamed to walk with 
her on the street for I was afraid people would 
look at me. Lots of times people will look at her 
and at me. lOven now I'm em.barrassed when we go 
on stairs as it takes her so long and she holds 
everybody up. She and Jimmie go to school toge-
ther and although ha is younger he is the smartest ••• 
I guess he takes her to school rather than she 
takes him. 
Case Number IV 
(The question as to when this moth2r first noticed 
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the problem was not necessary as the moment I 
arrived and was seated she called the child in) 
••• and said: "Now just look at her --you'd 
never know that this child was retarded would 
you. (~ithout waiting for an answer she con-
tinued) I don't think that she is retarded~ 
She is in special class now but she is gettin 1 
so much better I think that she will outgrow it. 
I'm going to talk to her teacher and see if they 
will take her out of special class because I 
don't think that she belongs there. You know 
she was in the hospital an~had an operation on 
her foot. It used to be so she couldn't put her 
whole foot down but now she is supposed to walk 
on her whole foot. She may need another opera-
tion and they are doing so much for her. (Point-
ing to her baby in the high chair she said) Look 
at him, how he sits there, why Jeanie at his age 
couldn't even sit up she would lean way over to 
one side. At six months I could see that there 
was something wrong with her. 
Case Number V 
Mikie is smart. He knows everything. I can 
always understand him ••• he says words to me al-
though they say that he don't talk much at the 
nursery school. When he was a little baby only 
one month old he had meningitis and he almost 
died. The doctor told me that either he wouldn't 
walk or he wouldn't talk and it seems that he 
doesn't talk. Otherwise ha knows everything. 
Case Number VI 
Now look at Rosie's picture·. Ain't she pretty. 
You can't tell by her picture that she has the 
epilepsy. She takes the spells sometimes in the 
morning I can always tell. She takes these pills 
( g 2t tin:' them to show me) and she gets them at 
Mass. General and sometimes she runs out of pills. 
I was just laid up I hurt my leg. Rosie missed 
a lot of school because oft he epilepsy ••• I had 
to have a teacher come to the house until she was 
eight years old. dhen she was seven months old 
she fell out of her carriage and that is how she 
got the epilepsy. 
Case Number VII 
#hen Bobby was about a year old I noticed that 
he wasn't developing right. His tonoue huna out 
and he drooled all the time, but my lamily aoctor 
said that he might be developinJ slow, but that 
there was nothing wrong with him. When he was two 
years old we took him to Children's Hospital and 
they told us he was retarded. I cried and cried 
and told my husband -- let's not talk about it 
for a while. It must have been something that 
happened to him at birtQ, I carried him way to 
one side. When I visited the Nursery School Xmas 
party and saw all those other children I just 
couldn't believe that that was where my Bobby be-
longed. Just look at him. You would never know 
there was anything wrong with him. He just 
doesn't look like those other children, but maybe 
later on after he is trained and the teacher 
won't have to change his pants I'll send him. 
I'll see later on maybe. Pe learns things so 
slow ••• 
Case Number VIII 
When Grace was 16 months old she had TB-meningitis, 
but I didn't know that there was anything else 
wrong with har until she went to school. She 
stayed two years in the kindergartenas the teacher 
didn't think that she was ready for the first grade. 
With all she had been through with her sickness ••• 
she was in the hospital for a long time. She had 
to go to the North Reading TB San. 4ere's her 
picture and some other snap shots. She is a beau-
tiful child and to look at her there is nothing 
wrong. Father interjected with, 'She's witty 
enough--maybe she doesn't do well in school because 
she doesn't hear in her left ear--yes that's right 
it's her left ear. I help her with her homework 
and she seems to be dreaming somatimes ••• ~aybe it's 
because she doesn't he3r me.' ~other continued 
with ••• The doctor told me that her hearing was af-
fected by TilT. 1/.y father had TB and he signed him-
self out of the Sanatorium against advice and I was 
the only one he would let come near him. He lived 
on the floor below and I used to fix his meals but 
I was so careful to change clothes and everything 
before I came into my apartment and it is strange •.• 
Grace was the only one that it affected. I want 
her to stay in Parochial school until she receives 
communion because I want her to at least know God, 
but she is having such a time with her prayers that 
I don't know if she will make it ••• I haven't been 
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feeling well myself and I keep going to the doctor 
but he tells me there is nothing wrong only I worry 
too much. 
It seemed to me that the last two mothers, cases VII and VIII, 
were those struggling the most with guilt feelings. The latte 
mother was actually instrumental in the child's contracting 
the disease which not only caused the hearing loss, but the 
organic brain damage and subsequent retardation. 
Maternal Acceptance of the •Label" of Retardation 
In terms of acceptance of the "label" of mental retar-
dation, the following categories define the mothers' attitudes 
An attitude of "complete acceptance" of ~e diagnosis of mental 
retardation is one in which the parent states that the child 
is retarded and recognizes the child's limitations; an atti-
tude of "partial acceptance'' of the mental retardation label 
is one in which the parent describes the child as retarded, 
but actually overestimates the child's ability as though to 
make a wish a reality; "minimal acceptance'' is one whereby the 
mother does not use the word retarded and indicates a belief 
that some treatment will make the child normal. In utilizing 
these categories we find, in Table 4, that one mother exhibits 
"complete acceptance" of the mental retardation label. It may 
be that this complete acceptance is an intellectualization 
rather than a true emotional acceptance. The child's back-
ground and family life is sordid, The child was illegitimate 
and the mother's present husband, who is not the father of this 
child, is psychotic, and the mother is unable to mohilize her-
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TABLE 4 
NATERNAL ACCEPTANCE OF THE MENTAL RETARDATION "U\BEL" 
Case Complete Partial Minimal 
Number Acceptance Acceptance .~.cceptance 
GROUP I 
I. X 
II. X 
III. X 
IV. X 
GROUP II 
v. X 
VI. X 
VII. X 
VII. X 
Total 1 3 4 
self to make any changes in a "sick~ home situation. The 
child is a pawn in the couple's marital strife. (This informa-
tion is revealed in the case record.) This same mother spoke 
of being ''ashamed to walk in the street" with this child who 
is slow and awkward, tries her patience, and may attract 1he 
attention of others. Three mothers exhibit "partial acceptance' 
of the mental retardation label. One of these mothers is li-
mited mentallY and may have limited insight. Four mothers in-
dicate "minima 1 acceptance". Two of these mothers are also 
mentally limited and may therefore have limited insight. 
The subjective needs of another mother in th" "minimal 
acceptance" group may be uppermost also. This mother (Group 
I, case number II) adopted her deceased sister's child at age 
2 years. The adoptive mother is certainly intellectually aware 
of the child's physical defect but has a tremendous need to 
deny both the physical and mental handicaps. It is this child 
that the adoptive mother did not realize was having school dif-
ficulty until age 15. In her need to deny the difficulties 
this mother may have contributed to the child's shy withdrawn 
behavior. 
Explanations to neighbors, friends, and tha child's 
peers about the child's difficulties seemed to be quite consis-
tent. All but one mother used the explanation that the ''child 
was or had been sick'' and instructed the child and his sibs to 
do likewise. The one mother who didn't use this explanation 
denied that there had ever been any need for it as nno one 
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ever asked about Terry ••• all her friends looked upon her as no 
different from themselves.• One mother reported that other 
children called her child "stupid" and another mother said 
that she had seen children making motions indicating that her 
child was crazy and at this she had not bothered to explain 
what was wrong but just took the child home immediately and 
told the child not to play •over there anymore." 
Six mothers hoped that their child would be self sup-
porting some day and that their child would marry. One mother 
had no aspirations for her child and "left that up to God," 
Her main concern was the child's present speech difficulty, 
The remaining mother, that of the most severely retarded child 
in the study, hoped that her child would not have to be insti-
tutionalized after she died and that her other children would 
make a home for this child. 
School, which challenged the mother's reluctance to 
view the child as retarded, seemed to be a problem of major 
concern. Thare were individual reactions to the problem in 
terms of the immediate subjective problems. 
Case Number I 
Case Number II 
Child attends agency nursery school 
although of regular school age because 
school authorities feel that the child 
is too hyperactive and unmanageable for 
regular classes. Mother has difficulty 
in "letting go" of the child and nur-
sery school is viewed as a bridge by 
the agency to help the mother accept 
se par at ion. 
Child was kept back in the 8th grade 
and parents are concerned about the 
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child's ability to do high school work 
and also if she will get enough out of 
schooling to learn to support herself. 
Case Number III Child is doing poorly in the first grade 
and mothers fears that child will be 
kept back to repeat the grade. There 
is auestion as to whether child will 
have to remain in regular class or go 
into special class. 
Case Number IV Child is in special class which the 
mother dislikes. Mother sees child as 
improving mentally as physical condi-
tior• is improving so she would like 
child to go into regular class. 
Case Number V Child is unable to speak more than a 
few words and is also too unmanageable 
for regular school; so child, who is 
of school age, still attends agency 
nursery school. Mother hopes that some 
day this child will attend regular 
school. 
Case Number VI Mother is very unhappy over child's pre-
sent school. Child is in the Jr. Op-
portunity Class. School mates tease and 
make fun of the child so mother would 
like her transferred to another school. 
Case Number VII Child is age 4 years, severely retarded, 
with no speech development as yet. 
Mother questions and worries about 
whether or not child will ever be able 
to go to school. Mother objects to 
agency nursery school because it is too 
painful to accept that this is where 
her child might fit in. 
Case Number VIII Child is in parochial school where she 
is unable to keep up with the work. 
It has been suggested that the child 
be transferred to public school which 
has special classes. Parents are op-
posed to the stigma of ''special class''· 
Parents hope that child will make her 
communionand then they will oblige the 
parochial school and make other arrange-
ments. 
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In five cases the children are able to~tend to their 
own personal needs. Two of the cerebral palsied children's 
mothers have a tendency to perform tasks for the children 
which they are actually capable of doing themselves. In the 
remaining case the child is very dependent on his mother be-
cause he is so severely retarded. The mother has difficulty 
in trying to allow the child to learn to feed himself, which 
he does rather clumsily. This mother is now coping with the 
toilet training of the child who is age 4 years, under the 
guidance and counseling of the public health nurse. This mo-
ther, discouraged by the child's inadequacy, looked to the fu-
ture with fear. This fear is realistic in view of the child's 
severe retardation. This mother relies on the normal siblings 
to undertake the child's care in the future. 
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CHAPTER V 
CONCLUSIONS AND INTERPRETATIONS 
This was a study of the attitudes of eight mothers 
toward the problem of mental retardation in their children. Pll 
eight mothers are known to the Cambridge Service for Retarded 
Children; the sample for this study was selected from this par-
ticular agency's caseload. The sampla consisted of four mo-
thers whose mentally retarded children have cerebral palsy with 
resultant visible physical defects, ~d four mothers whose men-
tally retarded children have organic brain damage with no ac-
companying visible physical defects. In all eight cases in-
cluded in the study the diagr1osis of mental retardation in the 
children has been clearly established, on the basis of an etio-
logy of organic brain damage. The study examined the mother's 
attitude towards mental retardation as one crucial variable in 
the mothers' attitude toward the child. Data was examined from 
two sources: (1) the case records containing socio-economic 
factors, medical information, information on the diaqnosis of 
mental retardation, length and content of agency contacts and 
services provided, reports of staff conferences and correspon-
dence from other social and medical agencies who have known or 
have had contact with the particular case, and (2) the study 
interview focused on the mothers' attitudes towards the study 
interview itself, the mothers' differentiation of the problem 
as a physical vs. ~ental on2, the mothers' attitudes towards 
the ''retarded label", and the mothers' expectations, aspira-
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tions, concerns and feelings for the child, The study inter-
views in all eight cases were held by prearranged appointments 
in thq mothers' own homes, 
There were no significant differences found between 
the maternal attitudes towards the problem of retardation in 
the two groups of children studied, As pointed out earlier in 
the study, this is not to say that such differences do not 
exist, as the size of the sample created a handicap. However, 
there were significant general trends. There was a tend2ncy 
for the mothers to focus on the visible physical anomaly or 
any other ailment or illness in the child, as the crux of the 
child's problem. The mothers were inclined to believe that if 
the physical symptom improved the child would be normal. There 
was also a tendency noted for the mothers to avoid the label o 
"retarded," although each and every mother had voluntarily be-
come associated with a clinic for retarded children only. The 
findings as to the mothers' attitudes were, therefore, consis-
tent with the theories and other studies noted in the review 
of the literature in an earlier chapter of this study. 
The fact that all eight mothers have become associated 
with a clinic which is for retarded children only, indicates 
that there is an awareness of mental retardation in the child, 
whether or not they use the "retarded" label. This can serve 
as evidence that there is a great deal of psychic pain for the 
mother in thinking and talking about her child in terms of its 
being retarded. It can be suspected that without the inter-
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viewer's connection with the clinic, it might have been an in-
surmountable task to have the mothers make th9mselves avail-
able for such a study interview. This is evidenced by the 
mothers' apoarent lack of receptivity to the study interview 
itself. It is also possible that the responses given to the 
study questions were the mothers' defenses which th2y employ 
for the outside world. Perhaps in a therapeutic setting which 
the mother could view as providing help for herself, her child, 
and the problem at hand, her responses might be different from 
those given to a study interviewer. The inability of the mo-
thers to speak of the child as retarded reveals the deep psy-
chic pain experienced by the mothers, perhaps because of their 
deep rooted feelings at having produced a defective child and 
perhaps also because the social milieu places a stigma on men-
tal retard3tion. 
Implications for Further Research 
The mothers in this study have been known to the agency 
for a period varying from five months to two years. In terms 
of agency services provided, some of the mothers have had in-
tensive counseling and rather frequent contact with the clinic 
and others have had contact with the clinic following through 
with medical procedures for the child. One wonders if it is 
necessary for a parent to ''shout from the rooftops" that the 
child is retarded before the parent is able to really do any-
thing constructive for the child. This suggests that perhaps 
a longitudinal study which followed parental participation and 
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understanding in planning for the child over a period of years, 
along with parental counseling to determine if there is a ne-
cessity to work for a parental verbalization of the fact that 
the child is "retarded". Who.n the parent is unable to use the 
word "retarded'' with ease, is it truly the parent's own deep 
rooted problem or is it society's problem( What about the 
stigma that the neighbors, the relatives, even some profession 
als place on mental retardation? Studies of attitudes of such 
groups towards mental retardation might be undertaken. 
In this study, the problems of school performance and 
school adjustment for the children were quite prevalent. Kanner 
and Eisenberg 1 point out that after the school years referrals 
tend to drop off and the adult retardate is absorbed into the 
community. They cited Saenger's study of 500 former pupils of 
New York City special classes, demonstrating that the special 
class pupils merged into the adult community; one quarter were 
employed, half at a rate of $20 or more per week; sexual of-
fenses and criminal behavior were almost non-existent. We won-
der, therefore, if a follow-up study in adulthood would indi-
cate if there was any correlation between the mother's percep-
tion of the problem and how well her child in adulthood is 
assimilated into the adult community. 
In the case of the mentally retarded child there is no 
1Leo Kanner, M.D. and Laon Eisenberg, M.D. "Child Psy-
chiatry and Mental Deficiency," American Journal of Psychiatry, 
vol. 115 (January, 1959), p. 610. 
46 
scientific basis for the guidance of parents in rearing the 
child. In more recent years we have begun to see how the de-
fective infant and child affects and changes the familial en-
vironment. We have not yet studied the impact on the environ-
ment with which the retarded child may play havoc. Studies 
based on the direct observation of the day-to-day reality liv-
ing with the retarded child which places so many strains on the 
mother and family might be fruitful in implications for parent-
al counseling and guidance. Certainly more professional under-
standing of the problem is needed. 
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APPENDIX 
APPENDIX A: SCHEDULE 
Identifying Data 
Child: 
Name: Present age: Sex: 
Degree of retardation: Etiology of retard: 
Severe Moderate _____ Minimal. ____ _ 
Health: Good _____ Fair _______ Poor _______ Unknown _____ _ 
Medical Diagnoses: 
Physical Disabilities: 
Grade in 
Siblings (Inc. ret. child): Birthdates: school: 
Grades 
repeated: 
Parents: Birthdates: Nationality: Rel: 
Grade compl. Date 
school: of 
Divorced: 
Step-parents: 
Father 's occupation: 
Source of Income and amount: 
Date of Referral: 
Source of Referral: 
Child's age at referral: 
Agency services provided: 
Others in family known to be 
II II II 
II II II 
Birth process: 
Normal delivery: 
Pre-mature birth: 
Ahy untoward event: 
Illegitimacy: 
Pre-marital conception: 
Marriage 
Date: 
Date of remarriage: 
retarded: 
mentally ill: 
physically ill: 
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APPENDIX B: QUESTIQI\!NAIRS 
Interviewing Questions: 
1. When did you first notice that anything was wrong with X? 
What do you think this was due to? 
2. How would you describe X's problem to others? 
3. Who did you speak to first about this? Husband? Relatives? 
Neighbors? 
4. What did (he) they say? 
5. (OPTIONAL) Do you and your husband agree on what is wrong 
with X? 
6. Who did you go to see about X before the CSRC? (Doctor, 
clinic, agency) 
7. What were you told by him (them)? 
8. Did you believe what they told you about X? 
9. How often do you have to take X to the doctor, clinic, etc. 
10. Are there any special medical recommendations you must fol-
low? 
11. How much time does this take? 
12. How do you feel about this? 
13. ho does X play with? 
14. Does playmate Y ever ask you about X? 
15. What do you tell playmate Y? 
16. How does X play with Y? 
17. Does X always feed himself; do you sometimes feed him; or 
do you always feed him? Why? 
18. Is v toilet trained? 
19. Does X always go to th2 bathroom himself; do you sometimes 
help him; or do you always help him? .ihy? 
20. Does X always go outdoors alone; do you sometimes go out-
doors with him; or do you always go outdoors with him? Why? 
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21. Does X always dress himself; do you sometimes dress him; dp 
you always dress him? Why? 
22. (OPTIONAL) How much rr:ore help does X demand than he n~eds'? 
23. Most mothers in your position would have to spend consider-
able time with their child. What do your oth~r children 
and husband say about this? 
24. How do you get X to mind you? 
25. How did you feel when you were expecting X? 
26. •·iere you under doctor's care? 
27. Did you like or did you not like your doctor? Why? 
28. Did you like or did you not like th3 hospital X w~s horn 
in'? vVhy? 
29. Are you satisfied with X's present schooling? 
30. What progress do you expect X to make in school? 
31. 'Nhat type of work do you expect tho:t X will be able to do'? 
32. Do you expect X to marry? 
33. '.':hat concerns you most about X at this time? (OPTIONAL) 
34. Nhat do you believe mental retardation is? 
35. 1Shat would you like to have done for retarded children? 
Prior to question 34, Moth2r uses. does not use ___ word 
''retarded''; uses word (or words) instead to describe 
x __ _ 
l•'othar was cooperative ___ , hostile to interviewer 
---· 
• 
Mother seems to speak of child with pr ide ___ shame __ indif-
ference • 
Child present during interview? 
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